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 The Division of Health Service Regulation, 
Nursing Home Licensure and Certification 
Section conducted a complaint investigation 
survey from 4/22/14 through 4/23/14.  The survey 
team conducted staff interviews via telephone on 
5/5/14 through 5/6/14 to collect additional 
information needed to complete the investigation.  
Therefore, survey exit date was changed to 
5/6/14.

There were no deficiencies as result of this 
complaint investigation of 5/6/14. Event ID # 
N66Y11.
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